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INTRODUCTION:  An  accessory  spleen  (splenunculus)  may  occur  in up to 10%  of  the general  population.
However,  an  epithelial  inclusion  cyst  originating  within  an  intra-pancreatic  splenunculus  is an  extremely
rare  ﬁnding,  with  only  twenty-two  previous  cases  described  in  medical  literature.
PRESENTATION OF  CASE:  A  51-year-old  male  presented  to  our  institution  for investigation  of altered
bowel  habit.  Endoscopic  ultrasound  examination  and  CT scanning  demonstrated  an  18  mm  cystic,
well-demarcated  lesion  in  the tail  of  the  pancreas,  resembling  malignancy.  Following  laparoscopic  spleen-
preserving  distal  pancreatectomy,  histological  analysis  conﬁrmed  epithelial  inclusion  cyst  arising  withinpidermoid
pithelial
yst
ancreas
pleen
plenunculus
an  intra-pancreatic  splenunculus.
DISCUSSION: The  pre-operative  radiological  identiﬁcation  of  such  cystic  pancreatic  lesions  is challenging.
Surgical  resection  is usually  performed  for  clinical  suspicion  of  pancreatic  malignancy.
CONCLUSION: Epithelial  inclusion  cyst  originating  within  an  intra-pancreatic  accessory  spleen  is  an
extremely  rare  ﬁnding,  which  can  mimic  malignancy.  Nevertheless,  it should  be  carefully  considered
in  the  differential  diagnosis  of  cystic  lesions  of  the  tail  of  the  pancreas.
© 2011 Surgical Associates Ltd. Published by Elsevier Ltd. 
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Open access under CC BY-NC-ND license. . Introduction
Accessory spleens are relatively common, occurring in up to 10%
f the general population. A ﬁfth of these arise within the pancre-
tic tail, where they may  be misinterpreted as cystic neoplasms
n pre-operative imaging studies.1 The discovery of an epithe-
ial inclusion cyst originating within an intra-pancreatic accessory
pleen (splenunculus) is exceedingly rare, with only twenty-two
ases documented in medical literature since the original report
y Davidson and colleagues in 1980.2 Here we describe a case of an
pithelial inclusion cyst arising within an intra-pancreatic spleen in
n asymptomatic 51-year-old male, treated by laparoscopic distal
ancreatectomy.
. Presentation of case
A 51-year-old male initially presented to our institution for
nvestigation of altered bowel habit. His past medical history
ncluded anxiety and varicose vein stripping twenty years previ-
usly. There was no hepatobiliary or pancreatic disease, or family
istory of note. Physical examination was unremarkable and labo-
atory blood parameters, along with tumour markers, were within
ormal limits.
∗ Corresponding author. Tel.: +44 020 8383 3937; fax: +44 020 8383 3212.
E-mail address: Metesh.Acharya@doctors.org.uk (M.  Acharya).
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Open access under CC BY-Colonoscopy revealed evidence of diverticulitis. Gastroscopy
conﬁrmed moderately severe Helicobacter pylori-associated gastri- 
tis, for which eradication therapy with omeprazole, amoxicillin and
clarithromycin was commenced. Endoscopic ultrasound examina- 
tion showed an 18 mm cystic, well-demarcated, expansile lesion 
within the tail of the pancreas, very close to the splenic vein at 
the hilum of the spleen, containing a 9 mm-long papillary pro- 
jection. Fine needle aspiration yielded yellowish ﬂuid, with a 
normal carcino-embyonic antigen (CEA) level. CT scanning (Fig. 1, 
arrow) demonstrated a 2.3 cm × 1.8 cm well-deﬁned low attenu- 
ation lesion arising exophytically from the tail of the pancreas; 
the pancreas itself appeared normal, with no focal calciﬁcation or 
pancreatic duct dilatation. 
Since endoscopic ultrasound had demonstrated a 9 mm-long 
papillary projection in the wall of the cyst, thus complicating diag- 
nosis, and considering the not insigniﬁcant size of the cyst, the 
case was  discussed at a multi-disciplinary team meeting regarding 
management. In view of the unclear diagnosis, the options of sur- 
gical treatment to resect a potential pancreatic malignancy, versus 
careful observation with radiological follow-up, were thoroughly 
discussed with the patient. He decided to proceed with surgical 
resection. 
Spleen-preserving distal pancreatectomy was proposed. At 
laparoscopy, there was no evidence of disease spread. Careful 
mobilisation of the transverse splenic ﬂexure and descending colon 66
enabled exposure of the splenic hilum. The pancreas appeared 67
healthy; a small 2 cm cystic tumour was  observed at the inferior 68
border of the tail of the pancreas, in close proximity to the splenic 69
NC-ND license. 
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Fig. 3. (a) (H&E, 200×) Microscopic examination of epithelial inclusion cyst showing
non-keratinising stratiﬁed squamous epithelium (arrow) lining the cyst. (b) (H&E,
100×) Microscopic examination of epithelial inclusion cyst showing mesothelial-ig. 1. Axial CT scan demonstrating intra-pancreatic accessory spleen containing an
pithelial inclusion cyst (arrow).
essels. The cystic lesion was then completely excised via distal
ancreatectomy and specimens sent for histopathological exami-
ation. Macroscopically, the 2 cm cystic lesion was  comprised of a
hin wall encasing yellow necrotic material. Microscopic analysis
evealed an epithelial cyst surrounded by a ﬁbrous capsule (Fig. 2).
he epithelial cyst was lined partly by non-keratinising strati-
ed squamous epithelium (Fig. 3a) and partly by mesothelial-like
pithelial cells (Fig. 3b), appearances compatible with an epithe-
ial inclusion cyst. No malignant features were visualised. The
nal histopathological diagnosis was of an epithelial inclusion cyst
rising from an intra-pancreatic accessory spleen (splenunculus).
ost-operatively, the patient made a good recovery and was dis-
harged home three days later. He is currently well on routine
ollow-up.
. Discussion
An accessory spleen is congenitally duplicated splenic tissue
n a heterotopic location, found in up to 10% of the general
opulation.3 Whilst 80% of accessory spleens occur at the splenic
ilum, they may  theoretically arise anywhere within the peri-
oneal cavity between the diaphragm and the pelvis.3,4 Frequently,
hey are noted within the gastrosplenic or splenorenal ligaments,
r mesentery. Intra-pancreatic accessory spleens are uncommon;
hose associated with a cystic lesion are even rarer.
Splenic cysts may  be classiﬁed as type I (true) or type II
pseudocysts) depending on the presence or absence of an epithe-
ial lining.5 In the aforementioned case, the cyst was  lined by
ig. 2. Microscopic examination (H&E, 40×) showing normal pancreas (P), accessory
pleen  (S), ﬁbrous capsule (F), epithelial inclusion cyst (E), and cyst lumen (L).
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113like  epithelial cells (arrow) lining the cyst.
partly non-keratinising stratiﬁed squamous epithelium and partly 
mesothelial-like epithelial cells. Epidermoid cysts are lined by 
squamous epithelium and lack skin appendages, such as sebaceous 
and sweat glands.3,4 They are relatively rare within the spleen, com- 
prising only 10% of all non-parasitic splenic cysts.6 Epidermoid cyst 
in an intra-pancreatic accessory spleen is a very rare clinical entity, 
having only been reported twenty-two times since the original 
report by Davidson and colleagues in 1980.7
The pre-operative radiological identiﬁcation of such cysts is 
challenging, and compounded by the wide differential diagnosis 
that entails pancreatic pseudocyst, serous cystic tumour, serous 
cystic adenoma, mucinous cystic tumour and intraductal papillary 
mucinous tumour. As a result, surgical resection is usually pro- 
posed for cystic lesions within the tail of the pancreas that are 
suspected malignant. In our patient, the ﬁnding of an abnormal 
papillary projection within the cyst wall and the moderate size of 
the cyst contributed to diagnostic uncertainty. Surgical resection 
was  performed despite the relatively asymptomatic nature of the 
patient’s presentation, due to the risk of overlooking a malignant 114
pancreatic lesion. 115
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. Conclusion
We  present a case of epidermoid cyst arising within an intra-
ancreatic accessory spleen. Whilst this is a very rare ﬁnding, it
hould be carefully considered within the differential diagnosis of
ystic lesions of the tail of the pancreas.
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